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Anterior Reconstructive Procedures in Cervieal Spondylotic Myelopathy

Hyang Kwean Park - Dong Been Park
Department of Neurosurgery, College of Medicine, Ewha Womans University

The degenerative process of cervical spondylosis through acquired narrowing of the spinal ca-
nal or segmental hypermobility of the spinal column, either singularly or in combination, may
result in injury to the spinal cord or supportive vasculature. The mutifactional character of cerv-
ical spondylotic myelopathy(CSM) indicates a probable onset and progression of this disease as
well as a diversity of clinical manifestations. Although it is recognized that a number of factors,
mostly vascular, may contribute to the pathogenesis of CSM, surgical procedures performed for
this condition decompress the spinal cord on the premise that mechanical compression is a ma-
jor, if not pirmary, causative factor.

For several decades, both anterior and posterior spinal decompressive procedures have been
performed on CSM patients, who are generally being informed before the operation that the
aim of surgery is to stabilize their neurologic condition and that actual improvement often can-
not be expected.

Over the past 10 years, radical cervical cord decompression via corpectomy has been reported
as being more cffective than conventional surgery for CSM.

The authors have undertaken a study of 12 patients who underwent anterior decompressive
corpectomy procedures for CSM, which was defined as a myelopathy related to osteophytic
overgrowth and ossification of posterior longitudinal ligament(OPLL) in the cervical spinal ca-
nal causing impingement upon the spinal cord from Mar. 93 to Aug. 95 at Dong Dae Moon
Hospital, Department of Neurosurgery. The result was following : man was prevalent in all
cases, prognosis was strongly correlated with age, preoperative neurological state and 7 cases
(58%) resulted in excellent group.

KEY WORDS : Cervical spondylotic myelopathy - Ossification of posterior longitudinal k-

gament.
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Table 1. Harsh grading scale

Grade O : No evicence of myelopathy
Grade 1 : Able to run, but abnormal strength, tone,
or reflex on examination.
Grade 1 : Difficulty in running or climbing stairs.
Grade 1T : Difficulty in walking
A : Independent but unsteady.
B : Requires cane.
C : Requires walker or assistance.
Grade [V : Difficulty standing
Grade V : Paraplegia.
Subscript 0 : Continent of urine and stool, voids
spontaneously.
Subscript 1 : Minor sphincter disturbance.
Subscript 2 : Requires catheterization.
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Table 2. Factors in pathogenesis of CSM

1. Congenital narrowing of cervical cord

2. Acquired narrowing of cervical canal
a. osteophytes
b. ossified posterior longitudinal ligament
c. facet joint hypertrophy

Dynamic

1. Biomechanical factors of spinal column function
during motion.

2. Biomechanical and physical properties of the cerv-
ical spinal cord.

3. Load capacitance of vertebral column and spinal
cord.
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Table 3. Anterior and posterior approaches to the cervical spine (advantages and disadvantages)

Anterior Approach
Advantages
1. Removal of midline ridge
2. Access to uncovertebral joint underlying root
3. Immobilization of joint by fusion
Disadvantages
1. Orientatioin difficulty

2. Restricted visualization, possibly resulting in inadequate superior-inferior decompression or inadequate root ex-

posure and decompression

3. Loss of joint mobility(even with simple disc excision, 60 to 70% of joints will fuse)

Posterior approach

Advantages
1. Direct visualization of structures
2. Multiple-level decompression
3. Posterior soft-tissue decompression
4. Functioning joint maintained

Disadvantages

1. Large ventral mass possibly continuing to cause pressure

2. Risk in approaching midline area ventral to the dura

3. Difficulty in decompressing uncovertebral joint ventral to root

4. Possible instability
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Fig. 3. Postopreative lateral cervical spine x-ray showing a
corpectomy, harvesting graft with internal fixation.

Fig. 1. Lateral cervical spinal x-ray films demonstrating
the typical apperance of disc narrowing, spuring
of the vertebral border.

Fig. 4. Postoperative axial CT suggests a released, ex-
panded spinal canal and fused corpectomy with
internal fixation.
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Fig. 2. Preopreative CT myelogram showing a displaced
and compressed cord.

Fig. 5. Preoperative CT myelogram showing a compressed
cord due to ossification of poterior longitudinal li-
gament.
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Fig. 6. MRI demonstrating multiple stenotic and com- Fig. 7. Postoperative lateral and axial CT showing a cor-
pressed cord. pectomy, released spinal canal with internal fix-
ation.
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